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The blizzard of
1996 has pushed
back some of the activity in the area of
the functional plan. We look forward to
March as a sign that things will get back
on track as we anticipate the end of winter
and the start of spring.
Phase I of the emergency department
project has been completed and inspected.
This phase included the building of nine
beds in the previously occupied
emergency department and trauma
administration. Phase II construction
began on January 15 and is due to be
completed by March 22. Expansion and
renovation will include the old holding
area, the staff lounge, medication room,
and the former medical staff lounge. The
new renovations will include cardiac
monitors in the emergency room, a
dictation area for doctors, x-ray view
boxes and radiologic equipment to
facilitate the care of ER patients. The five
physician user groups involved in the East
Wing Development did not meet as
planned in January, but met in late
February and will continue to do so in
March. The physician practice user group
has been assisted by the Hamilton KSA
Consulting Group and Rick Kobus,
architect, in helping to plan out the
configuration of space in that building.
Currently, floors one and two are
designated for outpatient radiology and
testing, as well as subserve some of the
functions of the emergency department.
Floor three will be allocated to physician
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office space and floor four will house
psychiatry, obstetrics and outpatient
surgery, bringing to closure the
consolidation of 17th & Chew to Cedar
Crest & I-78. It is very important that
physicians on these user group
committees make an effort to attend
meetings and give their input so that this
process can be completed with as much
clinical input as possible.
A symposium on patient centered care:
Redesigning Care Delivery took place on
February 2, and was attended by over 250
members, 100 of whom carne from
PennCARE hospitals. The purpose of this
symposium was to share our knowledge
and experience of this effort with other
hospitals and physicians who are
contemplating this move. We are very
pleased that the outside survey reports .
coming from Press Ganey continue to
show increased patient satisfaction with
the new PCC redesign, particularly
through decreased delays in patient
testing and patient admissions to the floor,
nursing promptness in reaching the
patient's call bell, and overall patient
satisfaction with the unit. This
approach will be utilized in our new
emergency department and will roll out to
other traditional med/surg floors, such as
5C as funds become available for this
'
process.
The issue of the hospital cost structure is
an important one as we look to putting
funds into rebuilding our infrastructure.
Hospital administration and the medical
staff leadership has been working
(Continued on Page 2)
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aggressively in areas ofboth clinical and
administrative operations improvement to
cut the cost of care at Lehigh Valley
Hospital. I very much appreciate the efforts
of Dave Caccese and his Care Management
Committee in this effort. Critical pathways
in syncope, fever and pneumonia are all but
accomplished and should assist us in
shortening length of stay and providing
optimal care of our patients in a cost
efficient way. Other critical pathways are
under development. We very much
appreciate Dave and his committees efforts
to providing each physician with a relative
cost laminated pocket card for each
physician in the IP A. This gives us a way
of identifYing the cost of blood tests as we
order them. This process will be continued
for radiology and inpatient testing over the
next few months.
The Chairs!I'ROIKA Committee continues
to meet monthly and is charged to review
the process of physician slot requests.
Members have tried to thoughtfully
deliberate on multiple requests for
expansion of our medical staff in
subspecialty and specialty areas in light of
our medical staff development plan.
Members of TROIKA have tried to
articulate the needs and concerns of senior
physicians in private practice who have
contributed greatly to the building of this
medical center over the last 20 years. We
also have attempted, where ever possible, to
gain divisional and departmental support for
individual subspecialty requests and have
requested multi-disciplinary collaboration
whenever possible.
I would like to thank the 157 members of
the medical staff who participated in a
medical staff survey rating our various
hospital services. The average score for all
services on a scale from 0-5 was 4.0. Top
scores went to the Cardiac Cath Lab, Open
Heart Unit, Biomedical Photography and
Lehigh Magnetic Imaging Center. We
congratulate all who work at setting the
pace for model service and care at Lehigh
Valley Hospital. For those departments
who received low scores, this is an ideal
opportunity for them to look for ways to
improve over the next 12 months.

March 11 at 6 p.m. marks the next General
Medical Staff quarterly meeting. I would
encourage your attendance for a brief
meeting which will be dedicated to the
discussion of a proposal to change our staff
category assignments. This has been
through much deliberation over the past two
years and has been approved at the level of
our Bylaws Committee, as well as the
department level. I have asked each of the
Chairs to bring the details of this category
change to their department meetings ·
throughout the months of January and
February so that, once again, it will not be
new material for the quarterly meeting of
the medical staff where we will review it in
its entirety in summarized form. At 5:30
p.m., just prior to the GMS meeting, will be
the second half of the annual meeting of the
IP A which will take the vote on new
nominations for the Board. I would
encourage you all to exercise your rights as
IP A members to pick appropriate
candidates of your choice to run for those
positions.
Lastly, an issue of Newsweek caught my
· eye as being appropriate for medical staffs
in general across the country. This was an
issue entitled "Cheer Up America! It's Not
As Bad As You Think". It had a picture of
a frowning smiley face button on the cover.
The article was published January 8, 1996
and it's worth your reading. It describes
great progress in America despite a general
sense of discontent. On that note, I would
echo cheer up Lehigh Valley Hospital, it's
not as bad as you think! We have invested
wisely in our infrastructure, remain a center
of excellence for medical and nursing care,
currently have enough resources to manage
very sick patients with expertise not
matched by any hospitals in our region, and
our services are still in great demand.
What's more, spring is just around the
comer!

John E. Castaldo, MD
President, Medical Staff
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Site & Facilities Update
Parking continues to be a massive operation at
Cedar Crest & I-78. With approximately
2,700 parking spaces available, on any given
weekday, between 6,000 and I 0,000 cars park
at the hospital at some time during the day.
That's more than most malls park in a day!
Although, at times, spaces can be difficult to
find, according to Gerry Kresge, Director of
Security, "We clearly already exceed the
number of parking spaces both by zoning and
by usage. Spaces are available; we just need
to make it easier for patients and visitors to
find them."
Several issues are being looked at in response
to this ongoing demand. New directional
signs will be installed to assist patients and
visitors to get to where they want to go easier.
Traffic flow has also been improved and
continues to be studied on a daily basis.
In addition, in light of the overwhelming
success of the valet parking program at 17th &
Chew, a pilot valet parking program began at
Cedar Crest & I-78 in December. For the
convenience of patients, there are two drop-off
sites: the main hospital entrance and the
entrance to the John and Dorothy Morgan
Cancer Center. The cost of the program will
be partially offset by a nominal $2.00 per car
fee. The hours of operation are Monday
through Friday, 7 a.m. to 6:30p.m., with no
holiday coverage. Physician practices in the
1210, 1230, and 1240 buildings who wish to
absorb the cost for their patients may do so by
acquiring validation stickers from the hospital
cashier's office. The stickers are to be affixed
to the valet ticket stub.

)

Although a number of issues are being looked
at to improve the parking demand,
construction and construction vehicles tend to
disrupt the parking situation even further.
Nevertheless, construction is ongoing and will
continue to be for some time. As soon as the
weather breaks, you will start to see more
changes to the south of the hospital building.
Effected areas will include the helipad,
Emergency Room parking, MRI parking,
middle shift parking, and physician parking.
However, please be sure that you will be
infonned well in advance of any changes.
If you have any questions regarding parking 0r
the Valet Parking Program, please contact
Gerry Kresge at 402-8220.

MEDICAL STAFF
REAPPOINTMENT
In compliance with the regulations of
the Pennsylvania Department of
Health, the Medical Staff and
Hospital Bylaws, and the standards
of the Joint Comm1ss1on on
Accreditation of Healthcare
Organizations, each member of the
hospital's Medical Staff must be
reappomted a mmimum of once
every two years
On March 1, this year's
reappomtment process will be put
into mot1on when the Reappomtment
Packets will be mailed to almost 700
members of the Med1cal Staff Each
packet will contain a 5-page
Application for Reappointment to
the Medical Staff, a copy of the
addressee's current privilege
sheet, an insurance information
sheet, a self-addressed return
envelope, and to simplify the
process, a Checklist has been
included to assist in completing the
information.
Although much of the information on
the application is prepnnted, it is of
paramount importance that you
review ALL the information, make
changes where necessary, and
complete any missing data. Before
returning the application, please take
a moment to review the Checklist to
make sure all the mformation is
complete and all the required
documents have been attached to
the application.
If you have any questions regarding
the reappointment process, please
contact Eileen Hilden brandt in

Medical Staff Services at 402-9852
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Department of Health Surveys TSU
From December 5-7, 1995, the
Pennsylvania Department of Health
conducted an annual survey of our
Transitional Skilled Unit. The
surveyors used the Pennsylvania Long
Term Care licensure regulations as
well as the Federal Interpretive
Guidelines for Long Term Care
Facilities as their survey criteria.
While the overall results were
generally good, the surveyors cited us
for physician services as follows:
"The physician must review the
residents total program of care,
including medications and treatments,
at each visit required by paragraph of
this section; write, sign, and date
progress notes at each visit; and sign
and date all orders."
Specifically, the surveyors cited our
physicians for the following:
1) Sign and date admission orders.
2) Sign and date physical therapy and
occupational therapy orders.
3) Timely sign all verbal orders
(within 48 hours for medications and
within 7 days for care and treatment).
4) Sign and date plan of care.
In addition, under long term care
regulations, one attending physician is
responsible for a resident's care. The
surveyors found that a number of
physicians were prescribing care and
that consultants were writing orders
for residents. Consultants should
recommend changes in treatment and
care rather than write orders directly
on the blue Doctor's Order Sheet. The
consultant's orders require a countersignature by the attending physician to
comply with State Long Term Care
regulations.

Our TSU is a hybrid unit -- while it is
physically a part of the hospital, it is a
distinct operation and licensed under
long term care regulations to which
we are subject. In order to assure that
we abide with these regulations, we
will conduct regular audits and will
notify you whenever your practices
fail to comply with these regulations.
Until everyone becomes familiar and
comfortable with these regulations, we
will have to be vigilant to assure the
State survey team that we are
managing our unit consistent with the
State and Federal Long Term Care
rules and regulations. We seek and
appreciat~ your cooperation. If you
have any questions, please contact one
of us.
David P. Carney, .MD
Co-Medical Director, TSU, 43 5-8530
Howard A. Silverman, .MD
Co-Medical Director, TSU, 435-0611
Charles L. Keirn
Nursing Facility Administrator
402-9725

Attention Physicians:
The second half of the annual
meeting of the IPA will be held on
Monday, March 11, beginnmg at
5:30 p.m., in the hosp1tal
Auditorium at Cedar Crest & 1-78.
A vote on new nominations for
the Board will take place at this
time. Immediately following this
meeting, at 6 p.m., will be the
quarterly meeting of the General
Medical Staff. All members of the
Medical Staff are urged to attend.
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Tort Reform
Due to the tremendous phone support
across the state, the new Judiciary
Committee Chair, Rep. Tom Gannon
(R-Del.), has agreed to hold a public
hearing on Thursday, March 14,
regarding HB-2122. The trial bar is
expected to showcase individuals who
say they were harmed by bad
medicine. They are likely to say this
Bill is designed to take away the rights
and protections afforded to patients
under the existing system.
We must get the word to legislators
that the system is a mess:
• that the current system is unfair to
patients, who get only 43 cents of
every dollar awarded in the liability
system~

• that it can take six years for cases to
be resolved~
• that most of the award dollar goes
to lawyers and to administration of an
inefficient system;

• that our decisions as physicians are
deeply affected by the constant threat
of being sued and the hassle of dealing
with frivolous litigation.
If you can offer examples for the
March hearing, we need to hear from
you. Call the Society's TORT
REFORM NOW Hotline at 1-800566- TORT and give us your story
and/or your time for the March
hearing. Your help is important!
Also, we look forward to seeing you at
the Capitol in Harrisburg on May 7 for
the Rally for Change. Additional
information will be forthcoming soon.
Thank you again for your efforts.
Your action and voice are making a
real difference.
Robert X. Murphy, Jr., MD
HMSS Representative

Nuclear Medicine
Requests on Weekends

)

Although no routine Nuclear Medicine
studies are currently performed on
weekends, if an emergency procedure
is needed, the Nuclear Medicine
physician on call should be contacted
directly through the page operator at
402-8999. Once the Nuclear
Medicine physician has been
contacted and the study has been
arranged, the order should be entered
into the PHAMIS system. If you have
any questions regarding this issue,
please contact Stuart Jones, MD,
chief, Division of Nuclear Medicine,
at 402-8383.

Swallowing Study
When schedulmg a VIdeofluoroscopic swallowmg study
w1th Speech Pathology please
call 402-5095 Util1z1ng th1s
number will expedite appointment
time and accuracy of mformat1on
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L VAHEC Annual Category 1 CME Letter
Accreditation for Continuing Medical
Education (CME) in the Lehigh Valley is
undertaken by the Lehigh Valley Area
Health Education Center (LV AHEC).
LV AHEC accredits programs for Lehigh
Valley Hospital, Sacred Heart Hospital,
Quakertown Community Hospital, Easton
Hospital, Muhlenberg Hospital Center,
Carbon County Medical Society,
Doylestown Hospital, Good Shepherd
Rehabilitation Hospital, and Allentown
Osteopathic Medical Center (for
allopathic accredited programs).
Each February, LV AHEC compiles and
mails a letter to all physicians listing the
approved Category l programs attended
at its member institutions during the past
calendar year. This letter serves as
documentation for reporting to the
American Medical Association
Physician's Recognition Award and for
documenting CME credits to your
insurance carrier.
You and members of your staff should be
aware that the 1995 CME Category
1 letter is very important for your

credentialing purposes. Every Lehigh
Valley Hospital physician who (a)
attended programs approved for CME
Category 1 credit, and (b) had the
program director report attendance to
LV AHEC, should receive a letter. This
will be your only form of documentation.
Each physician is responsible for keeping
a record of their CME credits. There is a
fee for replacement letters. Questions or
concerns relating to this process may be
directed to Jennie Hower in the Center for
Educational Development & Support at
402-5243.

Each physician will need to keep records
of their own Category 2 CME credits.
Category 2 credit may be used for part of
the Physician's Recognition Award.
LVAHEC does not keep Category 2
attendance records.
If you wish to apply for the American
Medical Association Physician's
Recognition Award, contact the American
Medical Association for an application at

(312) 464-4672.

Call for Abstracts
A call for abstracts has been issued by the
following organizations:
• The American College of Surgeons for its
meeting on October 6, 1996 in San Francisco,
Calif.; submission due date is March 7.
• The Society of Laparoendoscopic Surgeons
for its meeting on December 5, 1996 in
Orlando, Fla.; submission due date is March

15.

• The American Clinical Neurophysiology
Society for its meeting on September 8, 1996
in Boston, Mass.; submission due date is April

15.

For more information, please contact
Kathleen Moser in the Office of Health
Studies at 402-8747.

lPA General Membership Meeting
Tuesday, March 26, 1996
6 p.m.
Auditorium- Cedar Crest & 1-78
In conJunction w1th the IFJA General
fv1embersh1p Meetmg, there will be a
Vendor Fair for members of the
Lehigh Valley PHO and the1r office
managers on Tuesday. l'v1arch 26.
from 4 to 9 p.m., 1n Classrooms 1, 2
and 3 at Cedar Crest &1-78
Invitations will be mailed within the
next few weeks Stay tuned'
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Management of
Occupational Exposure
of MD to Blood or Body
Fluids

)

The adjacent flow diagram has
been created to serve as a quick
reference for the steps which need
to be taken when a member of the
Medical Staff has sustained an
occupational exposure to blood or
body fluid. Occupational
exposures must be handled
according to Pennsylvania
Legislation Act 148 which protects
the rights of patients and healthcare
providers. Administrative Policy
#6300.25, HIV Antibody Testing of
Members of the Medical Staff,
provides a more detailed account of
the procedures required to maintain
compliance with Act 148.

In the event you witness an

employee exposure to blood or
body fluid or are asked for post
exposure procedural guidance,
please refer them to either ·
Employee Health at 402-8869,
Infection Control at 402-0680 or
'
the Needlestick Hotline at
402-STIK.

...
...

MD exposure occurs .
First aid to wound or splash.
Complete Incident Investigation
Form (ADM-03) and Certificate of
Significance (AA-04).

...
...

Contact Employee Health
Services (EHS), 402-8869.
Determination of
significance. NO• Process
YES
Stops.

...

EHS provides MD with pre-test
counseling and obtains written
informed consent for HIV testing.
MD blood is drawn. Exposed MD
will specify name of "ordering"
physician who will receive ALL
test results .

...

EHS contacts Infection Control (IC},
402-0680, to arrange for source
patient follow-up (counseling and
HIV consent).

...

EHS gives source patient HIV and
Hepatitis test results to "ordering•
physician.

...

Notification of the exposed MD's
test results will be responsibility
of the "ordering" physician .

...

The "ordering• physician will inform
the exposed MD of the source
patienfs results only if the exposed
MD is HIV negative .

...

)

Process Ends.
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What's New in the Library?
The following books are available
in the Health Sciences Library at
Cedar Crest & I-78:
"Goodman & Gilman's The
Phannacological Basis of
Therapeutics," 9th ed.
Editor-in-Chief: Hardman, Joel G.,
et al
Call# QV4G6532 1995 (Reference
Section)
"Guide to Clinical Preventive
Services: Report of the U.S.
Preventive Services Task Force,"
2nd ed.
Author: U.S. Preventive Services
Task Force
Call# WA108U84g 1996
"Shackelford's Surgery of the
Alimentary Tract," 4th ed.
Volume 1: Esophagus
Volume 2: Stomach and
Duodenum; Incisions
Volume 3: Pancreas, Biliary Tract,
Liver and Portal Hypertension,
Spleen
Volume 4: Colon
Volume 5: Mesenteric Circulation,
Hernia, Small Intestine
Editor: Zuidema, George
Call # WI900S5241 1996
(Reference Section)
"Neurologic Clinics" (Volume 13,
Number 4 - 11/95), "Brain Tumors
in Adults."
Guest editor: Wen, Patrick, et al
The following book is available in
the Health Sciences Library at 17th
& Chew:

"Guide to Clinical Preventive
Services: Report of the U.S.
Preventive Services Task Force,"
2nd ed.
Author: U.S. Preventive Services
Task Force
Call # W A I 08U84g 1996

Need Information?
Have a Question?

Call 402-DOCS!
Th1s new telephone
1nformat1on hotl1ne
for members of the Med1cal
Staff can prov1de you w1th
t1mely mformat1on about the
follOWing topiCS
• Funct1onal Plan
e PennCARE
• Greater Leh1gh Valley IPA
and
Leh1gh Valley PHO
• Facilities Construct1on and
Renovat1ons
• Upcom1ng Events
In addit1on, quest1ons or
comments may be recorded
on the hotl1ne wh1ch will
be responded to by a member
of the Med1cal Staff
Leadership
So, if you want to hear the
latest about what's
happen1ng, JUSt d1al

402-DOCS (3627).
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Congratulations!
Kevin J. Farrell, MD, chief, Section of Bum,

has been identified as one of a unique group of
positive role models for medical students
across America. He has been selected as one
of 250 physicians whose names will appear in
the Honor Roll list of physicians in a
photojoumal titled, "The Most Positive
Physicians in America." The national search
was conducted by the Positive Medicine
project with assistance from the American
Hospital Association. Hospital CEOs
nationwide were invited to nominate the most
positive physician on their medical staff
utilizing the Positive Medicine Credo which
emphasizes humanistic, patient-centered care.
Positive Medicine is a non-profit organization
founded in 1983 and committed to health
professional collaboration, community-based
models of caring, and consumer activism
within healthcare.
M. Carol Greenlee, MD, Division of
Endocrinology/Metabolism, was recently
informed that she has been elected to
Fellowship in the American College of
Physicians.

Bruce I. Rose, MD, Section of Reproductive
Endocrinology & Infertility, was recently
notified by the Accreditation Council for
Gynecologic Endoscopy that he successfully
fulfilled the requirements for certification in
advanced operative laparoscopy and
hysteroscopy.
Nancy K. Spangler, MD, Division of General
Internal Medicine and Associate Medical
Director of Affmity, recently qualified as a
certified Medical Review Officer. Dr.
Spangler was certified by the Medical Review
Officer Certification Council, an independent
organization which conducts an extensive
application process and examination to
identify physicians with the highest
professional standards of medical expertise
and practical skills necessary to evaluate drug
and alcohol tests in public and private sectors
of the workplace.
James C. Weis, MD, Division of Orthopedic

Surgery, has been elected into membership of
the North American Spine Society.

Papers, Publications and Presentations
George A. Arangio, MD, Division of
Orthopedic Surgery, was invited to be a guest
lecturer at the Hershey Medical College Penn
State University, where he presented "The Use
of Imaging Studies and Their Role in the
Evaluation of Knee Injuries." Dr. Arangio
also served a Moderator and Program Director
for the "Fifth Annual Musculoskeletal
Symposium" held at Lehigh Valley Hospital.
Attendance at the program included 188
participants representing 58 institutions.
Masayuki Kazahaya, MD, Division of
Ophthalmology, and Glen L. Oliver, MD,

)

chief, Division of Ophthalmology, attended
the annual Conference of the East Coast
Fluorescein Angiography Society held on
January 19, in Philadelphia. Dr. Kazahaya
presented a case of"An Unknown Vasculitis."
Dr. Oli~er presented a case of "Fistulization
for Management of Central Retinal Vein
Occlusion." In addition, Dr. Oliver attend the
Wills Eye Hospital Vitreoretinal Disease
Update Course on January 20, and presented

"A Review of Present Day Management of
Cystoid Macular Edema."
David M. Richardson, MD, Division of
Emergency Medicine, had his article, "HighAltitude Illness," published as a chapter in
The Clinical Practice of Emergency
Medicine, Second Edition.
Prodromos A. Ververeli, MD, Division of

Orthopedic Surgery, authored an article,
"Continuous Passive Motion after Total Knee
Arthroplasty: Analysis of Cost and Benefits,"
which was published in the December 1995
issue of Clinical Orthopaedics and Related
Research. The article describes a prospective
study on over 100 patients receiving a total
knee replacement who were clinically
followed for greater than two years. He
concluded that continuous passive motion
devices used during the inpatient postoperative period for total knees are efficacious
and cost effective.
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Upcoming Seminars, Conferences and Meetings
Medical Staff/Administrative
Exchange Session
The next Medical Staff/Administrative
Exchange Session will be held on
Thursday, March 21, beginning at 5:30
p.m., in Conference Room 1-Side B of
the John and Dorothy Morgan Cancer
Center.
These sessions are a perfect opportunity
for physicians and members of senior
management to exchange information.
Topics to be discussed will be announced
prior to each session.
For more information, contact John E.
Castaldo, MD, Medical Staff President,
through Physician Relations at 402-9853.

Regional Symposium Series
Seventh Annual Infectious Diseases
Symposium will be held on Thursday,
March 14, from 12:~0 to 4:30p.m., in the
hospital Auditorium at Cedar Crest &
1-78.
Primary care physicians, infectious
diseases physicians, nurses, and other
health professionals interested in
infectious diseases will benefit from this
program.
At the completion of the program,
participants should be able to:
• describe the current management and
treatment of infections in the elderly
• discuss antibiotic resistance, including
VRE
• explain the techniques of antifungal
therapy.
Third Annual Update on Heart and
Lung Surgery will be held on Saturday,
March 23, from 7:30a.m. to noon, in the
hospital Auditorium at Cedar Crest &
1-78.

Physicians, nurses, and other health
professionals interested in an update on
heart and lung surgery will benefit from
this program.
At the completion of the program,
participants should be able to:
• discuss the cellular and molecular basis
of carcinogenesis as it relates to lung
cancer
• describe current options, techniques,
and outcomes of implantable left
ventricular assist devices as alternatives to
heart transplantation
• describe current techniques and
outcomes of mitral valve repair
• discuss the pathophysiology of aortic
dissection as it relates to prevention and
therapy.
Perinatal and Neonatal Nursing Care:
Adventures in Perinatal Nursing will be
held on Wednesday, March 27, from 7:45
a.m. to 4:15p.m., in the hospital
Auditorium at Cedar Crest & 1-78.
Antenatal, obstetric, neonatal and
newborn nursery nurses will benefit from
this program.
At the completion of this program, the
participant should be able to:
• discuss and differentiate high risk
obstetrics from critical care obstetrics
• discuss key issues in neonatology today
• discuss common perinatal infections
and treatments
• discuss the future direction of
obstetrics.
For more information about these
programs, contact the Center for
Educational Development and Support at
402-1210.
(Continued on Page 11)
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Stabler-Rex Health Care
Symposium
The fourth annual Stabler-Rex Health
Care Symposium -- Controversial
Topics in Medicine -- will be held on
Saturday, March 16, from 8:30a.m. to
1 p.m., in the hospital Auditorium at
Cedar Crest & 1-78.
The speakers include Frances K.
Conley, MD, Professor of
Neurosurgery, Stanford University
School ofMedicine; Michael E.
Whitcomb, MD, Senior Vice President
for Medical Education, Association of
American Medical Colleges; and
Richard Rovit, MD, Professor of
Neurosurgery, New York Medical
College and former member of the
Regents Committee on Professional
Liability, The American College of
Surgeons.
The topics of discussion are
"Ruminations of an Academic
Maverick," "The Impact of Changes in
the Health Care Delivery System on
Medical Education," and "Legal Issues
and Liability Concerns Relative to
Managed Care."
Members of the community are
invited to attend. The symposium is
sponsored by the Dr. John E. Stahler
and the Dr. James C. Rex Endowment
Fund in Support of Surgical
Education, Research, and
Development.
For more information, contact the
Department of Surgery at 402-1296.

Officer, Computing & Information
Technology, University of
Pennsylvania Medical School, on
Tuesday, March 19, from noon to 1
p.m., in the hospital Auditorium at
Cedar Crest & 1-78.
Dr. Shar's presentation will include the
current uses and trends for the future.
Continuing Medical Education will be
one of the topics discussed. He will
be demonstrating portions of the
University ofPennsylvania's World
Wide Web home page and how it is
used within his institution.
For more information, contact the
Department of Medicine at 402-8200.

Department of Pediatrics
Practical Approach to Neonatal and
Infant Hearing Impairment will be

presented by Robert Mancuso, MD,
Assistant Professor, Pediatric
Otolaryngology, St. Christopher's
Hospital for Children, on Friday,
March 8.

Pigmented Lesions in Children will

be presented by Alan Schragger, MD,
Division of Dermatology, on Friday,
March 22.
The above Pediatric conferences will
begin at noon in the hospital
Auditorium at 17th & Chew. For
more information, contact Cindy in
the Department of Pediatrics at
402-2536.

Medical Grand Rounds
The Use of the Internet in Medical
Education will be presented by Albert
0. Shar, Ph.D., Chieflnformation
Page 11

Health Promotion and Disease Prevention News
Free Community Lectures

adjust their diets to improve their
overall health and reduce their risk
of heart disease.
Shopping tours at the Giant Food
Store, Tilghman Street and Cedar
Crest Blvd., will be held on
Wednesday, March 13, from 7 to
8:30p.m., and on Tuesday, March
26, from 7 to 8:30p.m.

Exercises to Keep Golfers
Swinging - Get in the swing of
things with this pre-season clinic of
strengthening and stretching
exercises to help improve your golf
game. This movement and
education program could keep you
on the course instead of on the
sidelines with a nagging injury.
Bring your golf clubs! Classes will
be held on Monday, March 25,
from 6:30 to 8 p.m., and on
Tuesday, March 26, from 10 to
11:30 a.m., both at 1243 S. Cedar
Crest Blvd., Lower Level.

Community Shopping Tours
What's in the
!
Cart? Heart
\l tI I··
Health
\J I I t
ProgramHeart healthy
foods will be
highlighted during group tours of
area supermarkets. A registered
dietitian will lead the tours and
discuss how your patients can
\

1

\1

r

r
I

1

Shopping tours at the Superfresh
Food Market, 200 S. Best Street
'
Walnutport, will be held on
Tuesday, March 5, from 7 to 8:30
p.m., and on Wednesday, March
20, from 7 to 8:30p.m.
In addition to these free programs,
the Center for Health Promotion
and Disease Prevention also offers
numerous programs which may
benefit your patients. Classes are
offered in the following categories:
Nutrition and Weight Control,
Nicotine Dependence Services,
Stress Management, and Fitness
Programs.

)

For more information on these
services or the above free public
lectures, contact the Center for
Health Promotion and Disease
Prevention at 402-5960.

}
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Who's New
)

Medical Staff

Appointments
Houman Ahdieh, MD

Allentown Eye Associates, PC
(Harold Goldfarb, MD)
2004 Allen Street
Allentown, PA 18104-5053
(610) 435-0956
FAX: (610) 435-0602
Department of Surgery
Division of Ophthalmology
Provisional Active

Trent P. Conelias, DDS

Valley Oral Surgery, PC
(Mark Grim, DMD)
1259 S. Cedar Crest Blvd.
Suite 302
Allentown, PA 18103-6267
(610) 437-1727
FAX: (610) 437-4715
Department of Surgery
Division of Oral & Maxillofacial
Surgery
Provisional Active

Attila G. Devenyi, MD

(Hospital - Pediatric Clinic)
Milton S. Hershey Medical Center
Department of Pediatrics
P.O. Box 850
Hershey, PA 17033-0800
(717) 531-5901
Department of Pediatrics
Division of General Pediatrics
Provisional Courtesy

Michael N. Pallone, MD

(Hospital - Inpatient Pediatric Unit)
954 Innsbruck Drive
Hummelstown, PA 17036-9749
(717) 533-6396
Department of Pediatrics
Division of General Pediatrics
Provisional Limited Duty

Ajay M. Parikh, MD

.

Mertztown Community Medical
Center
(C. Shah, MD)
506 Woodside Avenue
Mertztown, PA 19539-9018
(610) 682-2137
FAX: (610) 682-7080
Department of Medicine
Division of General Internal
Medicine
Provisional Active

Andrea C. Taroli, MD

(Hospital - Pediatric Clinic)
119 Highland Avenue
Trucksville, PA 19708-1948
(717) 696-3805
Department of Pediatrics
Division of General Pediatrics
Provisional Limited Duty

Fax Number Change
Gary M. Pryblick, DO
Judith R. Pryblick, DO

Nineteenth Street Family Health
Care, PC
FAX: (610) 435-0597
(Continued on Page 14)
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(Continued from Page 13)

Change of Status
Javad Sholehvar, MD
Department of Surgery
Division of Otolaryngology
From Active to Referring

Resignation
Mark D. Kelley, MD
Department of Medicine
Division of General Internal
Medicine
Active

Allied Health Professionals

Appointments
Joanne L. Cohen, PhD
Associate Scientific
Psychologist
(Hospital - Department of Family
Practice and Psychiatry)

Pamela K. Repetz, RN
Physician Extender
Professional - RN
(Dr. Abdulhay)
Colleen R. Shaw, RN
Physician Extender
Professional - RN
(Cardiology Care Specialists - Dr.
Morris)

Change of Supervising
Physician
Diana Searfoss
Physician Extender
Technical
(FromHarry W. Buchanan IV, MD
to Glen L. Oliver, MD)
)

Robert Holz
Physician Extender
Technical
(Panebianco-Yip)
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Changes· in Laboratory Diagnostic Testing for AMI

)

As you have undoubtedly heard the laboratory will be
adding Troponin I and Myoglobin as Cardiac markers.
In preparation for this new testing paradigm LD1 has
already been dropped from our test menu. These
changes are due to 4 reasons. First, Troponin has
extremely high specificity for cardiac muscle.
Secondly, Myoglobin is one of the earliest markers
for MI. Third, new instrumentation will offer a
significan~y decreased turn-around time from receipt
of specimen in the laboratory. Fourth, the new tests
can be offered at less cost than current test
methodology.
Brief Summary:

Comment
Troponin I, along with Troponin T and Troponin C
form a complex that binds to tropomyosin along the
actin thin filaments of striated muscle. The cardiac
muscle isoform ofTroponin I is coded for by a single
gene and has 60% homology with the skeletal muscle
form. Cardiac Troponin I is released into the
circulation after myocardial damage parallel to CKMB
release. In a non-reperfused Ml, serum elevations of
Troponin I appear 6 hours after the onset of chest
pain and peak at approximately 24 hours. In contrast
to CKMB, however, Troponin I remains elevated for 5
to 7 days.

The current 3 specimen Ml profile (completed within
a 20 hour period) will be maintained. Troponin I will
be directly substituted for LD1. However Troponin
testing will be canceled on any specimens remaining
in the profile when ever this test turns positive (> 1.5
ng/ml). Total CK and MCKMB will be determined on
all three specimens irrespective of their absolute
value or the Troponin I level.

Due to its absolute cardia-specificity, Cardiac
Troponin I can be useful in cases where skeletal
muscle damage, chronic renal disease, or
hypothyroidism cause elevations of CKMB. Troponin
I also eliminates the need for LD1 Isoenzyme studies
in patients presenting later after onset of symptoms.

Reference Range:

Myoglobin is one of the earliest Cardiac markers
peaking at 4 hours post AMI. It has excellent
sensitivity (few false negatives) but poor specificity
with a number of other clinical conditions causing
false positives.

Troponin I

0.6 ng/ml Negative for AMI
Negative for myocardial ischemia.
0.6 - 1.4 ng/ml. Suggests
myocardial ischemia with a strong
probability for a serious cardiac
event in the next 3-6 months.
> 1.5 ng/ml. Strongly suggests
AMI.

Myoglobin:

Myoglobin is offered as a separate orderable test
(not part of any profile) and is diagnostic only if
obtained within the first four hours post chest pain. A
serum Myoglobin is used in conjunction with the Ml
profile not in place of it
Page 15

Suggested guideline for ordering Myoglobin:
First Specimen
*0 hour Baseline testing on arrival in ER
if within 4 hours of pain
Myoglobin

> 85 ng/ml continue testing
< 85 ng/ml normal (non Ml)
but may want to continue
testing

Second Specimen
*1-2 hour post arrival in ER
Myoglobin increased 2X baseline or 40
ng/ml: 90% probability of a Ml
Myoglobin < 85 ng/ml or same as previous
value suggests non Ml
The second serial specimen increases the specificity
of this test from 50% to 90%. Any time the Troponin I
is greater than 1.5 ng/ml it is strongly suggestive of
AMI.

As we all become more familiar with the use of
Myoglobin as an early cardiac marker and Troponin I
as an absolute diagnostic later marker, the laboratory
will request an audit as to the clinical effectiveness of
these new tests.
When the laboratory is ready to institute this new
testing, notices will be placed in PHAMIS.
Please address any questions or concerns to Dr.
John Shane at 402-8152 or Dr. Gerald Clement at
402-2534.

John J. Shane, MD
Chairperson, Department of Pathology
Clinical Laboratories
Gerald E. Clement Ph.D.
Technical Director
Clinical Laboratories
)

,)
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Health Sciences Library
Computer Learning Resources
OVID Full Text Journals
Coming Soon...
Testing of the New England Journal

ofMedicine full text database has been

completed and the new Ovid Core
Biomedical Collection has been released. The
collection covers 1993 to the present and
includes the following journals:

* American Journal of Medicine
* American Journal of Obstetrics & Gynecology

* American Journal of Surgery
* Annals of Internal Medicine

* Archives of General Psychiatry
* The British Medical Journal
• The Canadian Medical Association Journal
* Circulation

*JAMA
* The Journal of Bone and Joint Surgery
(American Volume)
* The Journal of Clinical Investigation
*The Lancet
* The New England Journal of Medicine
* Pediatrics
*Science

When searching in Ovid, any
resulting references to the above journals will
contain a link to the actual article.
This collection will be installed in the
coming weeks.

Internet- a little more WWW
Keep in mind that internet addresses change
constantly. What works today may not work
tomo"ow!

OVID Technologies

)

http://www.ovid.com/
This site covers the services provided by ·
OVID Technologies.

March, 1996
Slide presentations directly from
your Computer...
Until recently, most slide
presentations were prepared using programs
such as Microsoft Powerpoint or Freelance
Graphics, taken to Biomedical Photography
and transferred to film, then developed into
slides. With the availability of our new LCD
projector, this is no longer necessary.
The new JnFocus projector will
project a presentation directly from your PC
or Macintosh computer. A computer is also
available, if needed, for presentations using
Microsoft Powerpoint.
The InFocus projector will be
available for in-house presentations only and
training is required. Training will be done in
groups and dates will be announced shortly.
Be sure to reserve the projector as
far in advance as possible to assure its'
availability. Contact Chris, ext. 1641, or
Gary, ext. 8325, for more information.

Mark your Calendars to attend

Medical Grand Rounds, Tuesday March 19,
The speaker will be Albert 0. Shar, Ph.D.,
Chieflnformation Officer, Computing &
Information Technology, University of
Pennsylvania Medical School. The topic of
Dr. Shar's lecture will be about the use of
internet in Medical Education in which he
will discuss current uses· and trends for the
future. Continuing Medical Education will be
one of the topics discussed. He will be
demonstrating portions of the University of
Pennsylvania's World Wide Web home page
and how it is used within his institution. Dr.
Shar will be speak from Noon-1:00PM in the
CC auditorium with a brief discussion period
following. The web address for the medical
school's home page is:
http:!lwww.med upenn.edul
if you would like a sneak preview!
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HEALTH SCIENCES LIBRARY
COMPUTER LEARNING RESOURCES
TRAINING WORKSHOPS
March 1996
All workshops are hands-on. Call the Library at 402-8406 to register.

MEDLINE(OVID)
March 7 I O:OOAM- Noon, CC Computer Training Room, 4th Floor, Cancer Center
This workshop will cover:
- OVID and OVID TERM icons
-Basic Searching including Subject Search, Textword search, Limiting, combining,
view(browse).
- Printing and Saving a Search
- Retrieving a Saved Search

INTRODUCTION TO OVID, MICROMEDEX, OPAC, INTERNET
March 11, 10:00-Noon, CC Computer Training Room, 4th Fl. Cancer Center
March 29, 10:00-Noon, CC Computer Training Room, 4th Fl. Cancer Center
This workshop will cover the basic functions of each of the applications and how their
usage can best be integrated into our daily job functions. Included will be an overview
of the OVID databases, Micromedex Drug Interactions, how to use the automated
card catalog (OPAC), and anintroduction to the biomedical information available on internet.

INTERNET
March 5, 11:00AM-1:00pm, CC Computer Training Room, 4th Fl, Cancer Center
March 18, 10:00-Noon, CC Computer Training Room, 4th F1, Cancer Center
Basic Internet functions will be covered including using the hospital connection to access
relevant information.

Advanced MEDLINE (OVID)

March 7, Noon-2PM, CC Computer Training Room, 4th Fl, Cancer Center
(Previously completing the MEDUNE worlcshop is recommended)
Go a little "beyond the basics". Discover how to individualize your search settings,
use " ~ools" to perform the most effective search, how to use EXPLODE to search
a subject heading, and search strategy shortcuts.
(Yo" sho,ld already have the application icons available to yo" when yo" sign on the the
hospital network. This will allow for "hands-on" participation in the workshops)
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P & T HIGHLIGHTS
The following action were taken at the January 17, 1996 Pharmacy
and Therapeutics Committee Meeting- Maria Barr, Pharm.D., BCPS,
Barbara Leri, Pharm.D.

IMPROVING THE CARE OF THE
SURGICAL PATIENT

)

November 1995 was the initiation date for
the administration of surgical prophylactic
antibiotics to be given at the time of
induction. Considerable variation in the
timing of administration of antibiotics preoperatively has been corrected with this
policy.
An exception has been added to the policy to
address vancomycin administration.
Vancomycin requires a slow rate of
administration to avoid it's rate-related .
histamine release and "Redman Syndrome."
Vancomycin is an agent used for surgical
prophylaxis in patients with a history of
serious allergic reactions to penicillins. A
serious reaction is defined as anaphylaxis,
hives, pulmonary symptoms, and/or
hemodynamic instability. Most surgical
patients should receive cefazolin (Ancef) as
surgical prophylaxis.
In the event
vancomycin is warranted, it will be
administered on the nursing unit in order to
accommodate the 1 hour infusion required.

FORMULARY ADDITIONS
Monoclonal Antibody Technology
Reaches the Cardiac Cath Lab
Abciximab (ReoProR), a novel irreversible

platelet inhibitor has been added to the
formulary for use in selective patients
undergoing PTCA to prevent abrupt
closures. Abciximab is the Fab fragment of
a chimeric human-murine monoclonal
antibody. It binds to the GPIIb/IIla receptor
on the platelets resulting in inhibition of
platelet aggregation.

Because abciximab is a human-murine
derived product, a risk of antibody
formation exists which may cause allergic
reactions, thrombocytopenia or diminished
effectiveness on repeat administration.
Clinical trials and use to date have only
studied one-time administration of
abciximab. Until further data is available,
patients should only receive the product
once. A screening and education process
has been developed to address this issue.
Patients will also receive a wallet
information card with the date of
administration.

)
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The usual adult dose includes a 0.25mg/kg
IV bolus over 1 minute followed by a 12
hour infusion of 10mcg/min. Concomitant
medications include aspirin and heparin.
Patients may also receive thrombolytics,
warfarin or ticlopidine (Ticlid) with extra
caution for a possible increased risk of
bleeding. Concurrent Dextran therapy Is
contraindicated with abciximab.
Adverse effects include bleeding (15%) from
arterial puncture sites, GI, GU, or
retroperitoneal sites. and thrombocytopenia.
Contraindications are similar to thrombolytic
therapy. Abciximab is also contraindicated
if platelet counts at baseline are < 100,000.
Treatment of bleeding depends on site and
severity.
The only reversal agent for
abciximab in the event of severe bleeding is
platelet transfusion. Cost of therapy for
abciximab is $1350-1800 per patient.

Prophylaxing
Flumadine

the

Flu

with

Amantadine (SymmetrelR) has a new cousin

in the antiviral class,
rimantadine
(FlumadineR). Amantadine and rimantadine
are indicated for the prophylaxis and
treatment of influenza A virus. Flumadine
appears to have a lower incidence of CNS
adverse effects than amantadine with
comparable efficacy. Nervousness and
impaired concentration are common side
effects from either agent.
Rimantadine
causes less insomnia, dizziness and
depression than amantadine. The usual adult
dosage for both amantadine and rimantadine
is the same at lOOmg twice daily. Dosage
reduction to 1OOmg daily for patients 2.. 65
yrs. old, with severe hepatic impairment, or
renal dysfunction (CrCl < 10ml/min) is
recommended. Therapy for influenza A
should be initiated within 48 hours of

symptoms and continued for 7 days.

)

Rimantadine (FlumadineR) was added to the
formulary as a second-line agent to
amantadine, for use in patients 2.. 65 yrs or
at risk for CNS adverse effects.
Cost comparison:
Amantadine (SymmetrelR) 100mg
dose = $0.16
Rimantadine (FlumadineR) 1OOmg
dose = $1.06

ANTICOAGULATION WITH
WARFARIN HAS A NEW TIME
The standard dosing time for warfarin has
been moved up from 1800 daily to 1200
daily. The change was initiated on February
1, 1996 as an effort to improve patient care
and decrease length of stay. In order to
facilitate lab turn around time for PT (INR)
results, nursing has been asked to prioritize
morning blood draws.

INSURING PROPER
AMIODARONE USE

IV

Amiodarone (CordaroneR) injection was
added to the LVH formulary in October,
1995 for use in refractory, life-threatening
ventricular arrhythmias. An addendum to
its addition to formulary with restricted use
by Cardiology was approved at the January
P & T Committee meeting.
Amiodarone may
interfere
with
interpretation of electrophysiology testing
due to its long half-life, wide distribution
and class III antiarrhythmic activity.
Physicians with potential candidates for IV
amiodarone therapy will require cardiology
approval for its use.
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REPEAT PERFORMANCE
.. . AMINOGLYCOSJDES
EXTENDED- DOSING INTERVAL
Many institutions have adopted an extendedinterval dosing regimen for
aminoglycosides.
The relatively novel
approach to administering aminoglycosides
is based on two important properties of
these drugs. First, aminoglycosides have
concentration-dependent activity.
The
higher the concentration, the better killing
·activity of the aminoglycosides. Secondly,
aminoglycosides possess a "post-antibiotic"
effect. Even though there may be an
undetectable amount of aminoglycoside in
the patients system, suppression of the
bacteria can still be achieved.
The dosing of either gentamicin or
tobramycin would be achieved through using
5mg/kg (based on ideal body weig?t)
administered once daily in patients w1th
normal renal function i.e. estimated CrCl
> 50mllmin. The dosing interval would be
extended to Q36 hours for patients with
estimated CrCl between 30-49 mllmin and
Q48 hours for 20-29 mllmin, respectively.
Patients with CrCl < 20ml/min or with
ARF should receive a single dose of 2mg/kg
(IBW) and the dose should be adjusted base~
on levels and dialysis schedule, 1f
applicable.

)

Monitoring of extended-interval
aminoglycosides is less complex than the
present recommendations. Renal function
needs to be assessed a minimum of Q3 days
while receiving aminoglycosides. Only a
random Ievel16-20 hours post-dose needs to
be assessed. The latter offers the advantage
of having the random level available prior to
the next dose. It would allow for extension
of the dosing interval, if necessary. The
random level should be < lmg/dl to

prevent accumulation of the drug. If the
random level is less than lmg/dl, DO NOT
shorten the dosing interval. This level is
meant to monitor for avoidance of toxicity
rather than interpretation for therapeutic
effect. The specific time of monitoring a
random level should be indicated on the
physicians order. Random levels between
16-20 hours after the dose can be checked
following the first dose and Q5-7 days,
thereafter, if necessary, assuming renal
function is stable.
More frequent
monitoring may be necessary for rapidly
changing renal function. Peak levels do not
need to be monitored utilizing the extended-·
interval dosing.
The high serum
concentrations achieved by this dosing
regimen negate the need to check peak
concentrations for aminoglycosides.
Certain patients may not be candidates for
extended interval.
These populations
include:
.

- neutropenic patients (ANC < 1000)
- suspected or documented treatment of endoca~ditis
- patient with cystic fibrosis, cirrhosis, ascttes or
myasthenia gravis
- pregnant patients or nursing mothers
- patients on dialysis or ARF patients
- patients treated for staphylococcal or enterococcal
infection when aminoglycosides are used for synergy
- patients with a h/o drug-induced ototoxicity
· Dosing:
A.

Calculate Creatine Clearance
Males: (140-age) x IBW
Scr x 72
Females: CrCl(males) x 0.85
IBW = ideal body weight (See chart on next page)

B.

Dose as follows
Est. CrCI
2_50ml/min
30-49ml/min
20-29ml/min
< 20ml/min

Dose
Smg/kg/24 hrs
Smg/kg/36 hrs
Smg/kg/48 hrs
2mg/kg x 1,
then dose by levels
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Ideal Body Weight
Males

Females

(m)

Ht

Wt
(leg)

(in)

Ht

Wt
(leg)

60

so

60

46

61

52

61

48

62

55

62

so

63

57

63

52

64

59

64

55

65

62

65

57

66

64

66

59

67

66

67

62

68

68

68

64

69

71

69

66

70

73

70

69

71

75

71

71

72

78

72

73

73

80

73

75

74

82

74

78

75

85

75

80

76

87

76

82

77

89

77

85

78

91

78

87

79

94

79

89

80

96

80

92

For dosing weight, actual body weight may
be used if patient is not obese. If patient is
obese ( > 20% ideal body weight), take 40%
of the excess weight and add to IBW i.e.
obese patient dosing weight = 0.4 x (actual
body weight - ideal body weight) + ideal
body weight.
In published data regarding extended-dosing
regimens for aminoglycosides, a greater
incidence of adverse effects has not been
demonstrated, specifically looking at otoand nephrotoxicity.

If you have any questions regarding
appropriate dosing of extended-interval
aminoglycosides please contact the
pharmacy.
P.S. - If extended-interval dosing of
aminoglycosides is not appropriate for your
patient, a nomogram exists to assist you in
selecting therapeutic doses. Please refer to
the following nomogram:
HULL & SARUBBI NOMOGRAM
FOR GENTAMICIN and TOBRAMYCIN DOSING
1. Select loading dose in mg/kg (LEAN WEIGHT) to provide peak
serum level desired. Approximate peak levels from commonly
used loading doses are indicated below:
EXPECTED PEAK SEIIUM LEVEL BASED
UPON ONE·HDUft IV INFUSION

LOADING DOSE

z.o mgtkg

6·8 ugtml
5·7119/ml
4·6 119/ml
3-5119/ml
ugtml

1 75 mgtkg'
1.5 mgtkg
125 mglkg
1 0"'9ik9
'IAecammendld

lor masl mocltrare 10

2·•

SIMit

sys1emoc tnlecllans.J

2. Select Maintenance !Jose (as percentage of chosen loading dose)
to continue peak serum levels indicated above according to
patient· s creatinine clearance and desired dosing intervals.
PERCENTAGE OF LOADING DOSE REQUIRED
FOR DOSAGE INTERVALS SELECTED:

tSftaded arus illdlc:alt suggested Gouge inttrvats.)

CrCI (males)

= (140-Age)

CrCI (males)

= (140-Age)

or

SCr

x (Weight)

x 72

Scr

CrCI (female) = 0.85 x either ol above values
CrCI = creatinine clearance in ml/min
Scr

= serum creatinine in mg/ dl

Age is in years • Weight is In kg.
Hull & S.,ubbt: AnnalS ollnltrnal Mtdietne 8~ 183·119. 1976

PLEASE NOTE: For patients who have an
estimated CrCI < 50ml/min or whose age
2.. 70 years, a Q12 hours rather than Q8
hour dosing interval should be selected to
allow for the drug to be adequately cleared
and prevent accumulation.
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Issues In Medical Ethics
Winter1996

Ethics of health care.

Editorial:

~ditorial
Krank's corner
Editor
A.D. Rae-Grant. M.D.
Contributors
S. Lammers, Ph. D.
The Krank

)

We were influenced recently by a
logically superior form, we grant) of transBicycling magazine article on two gear
port. Fee for service, managed care; these
shifts. One is made by a company from
are all just means to an end, not ends in
Italy, renowned for its craftsmanship and
themselves.
attention to detail. The artisans at this
So, slavishly following our admittedly
company bring out each gear with loving
weak analogy, we decided to put together
attention, proud as Ferarri in their mechani- our own point/ counterpoint. Not, this
cal creation. The other is made in Japan by month, of road bike deraillers, down tubes,
or lug nuts. No, our object is a point/
a corporation prized for precision,
lmowhow, and their ability to bring fine
counter point assessing the good and the
components to market all over the world.
bad, the highs and lows of the ethics of fee
Both vie for a lucrative percentage of a
for service medicine and managed care.
\Vhere do they shine, and where does the
large and growing market of high end
derailleurs (For nontechies, the thing that
halo slide? Hey, why not? I mean, if you
changes the gears). Deraillers, ethics, what were going to put 400 dollars into a
derailler so you could shift more cleanly,
the dickens are we up to (you say). Well,
we were influenced, as we said. A point
you would read the article. If you are
going to put your family into a frill free,
counterpoint article contrasted the fine
points of each system, and criticized its
bargain basement, trimmed down HMO
or put out the big bucks for a high-endflaws. One expert reviewed one system,
no-holds-barred-plan; why not see the
another the other. Then they let the 'best
gear win".
arguments on both sides. Lucky for us, we
don't have to pound the pavement to do
On reflection, it seemed appropriate
the
review. Arm chair critics can ponder
that Bicycling, a local Emmaus product,
should influence our own health care
without palpations. Sit back, and enjoy the
debate. For what else do we have here but ride.
One caveat: we presented this
an ongoing, slug it out, fist fest between
traditional 'fee for service' medicine in one point/counterpoint to the LVH ethics
committee, and they tried to decide where
corner, and the newer 'managed care'
we stood, pro fee for service, or pro
systems in the other. They are fighting
managed care. We hate to declare ourselves,
over the mechanisms of providing health
care (the Gears), the population they serve but feel obliged in this instance. Our
answer: neither! We are in favor of a single
(Market share), while both trying to
payer
system, warts and all. Ethically, we
achieve the same end of taking care of
people (Rolling down the road). After all, a feel that a system which provides some
Continued on Page 2
bicycle is just a form (a great and techno-
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care to all comers is much more defensible
that either of the systems we have or are
going to get.

efforts you are billed individually. Your
third party insurance may pay all of the
charges, dispute some, or you may have to
pay some. There is a fee generated for
everything that is done for and to you.
POINT COUNTERPOINT:
This system grew up from a simple set
1WO SYSTEMS OF HEALTil CARE:
of insurances begun in the 1940's primarily
Issues puts them through their paces.
as a minor benefit to attract hard to find
workers after the second world war. It has
The Greg Lemond titanium racing become massive, complex and unwieldy. It
bicycle: Fee for service medicine. has functioned until recently despite its
Fee for service medicine, as classically
sometime inadequacies, which are well
defined, is the provision of insured medical known and publicized. As managed care
benefits (i.e. physician visits, tests, inpatient penetrates further into the mainstream of
and outpatient services) paid by an indem- medicine, we should not forget the benefits
or the lessons of ethics which fee for
nity insurance plan on a charge basis. You
go to see a doctor, have a visit, get some
service medicine has taught us.
In a transactional sense, the fee for
blood tests ordered, have a chest xray, and
service system allows a close doctor patient
get some antibiotics. You may pay for the
visit, and be reimbursed a percentage. The relationship. There are few influences in
the way of the physician taking the tradition
blood tests usually will be paid by your
insurance, as will the chest xray. Pharmacy ethical role, that of advocate and healer.
costs depend on the specific insurance you This relationship has been touted as a
main reason why the fee for service system
have. You fall ill, visit your doctor and go
to the hospital at her request. You are seen should not be abandoned. Locally, physicians have found their patients being
by the emergency room physician, have
forced to choose between paying out of
further blood tests and another chest xray,
pocket for visits to a trusted physician, and
a cardiogram, and blood gases. You wait a
going to a new, perhaps 'unknown' physifew hours and are seen by an internist
cian who happens to be their HMO's
recommended by your family physician.
specific
physician. On the bad side, the
You are sent for a lung scan, which will be
unrestricted growth of high tech medicine
billed separately by a nuclear medicine
specialist. An intensivist is consulted when has led to increasing use of costly specialty
services. When there is no disincentive tor
your oxygen declines, requiring transfer
physicians
to refer to others, there may be
into the ICU. An anesthetist intubates
many cooks in the broth. This may or may
you, places a central line and an arterial
not improve care, but it does disrupt the
line, and you are placed on a ventilator.
special bond of care brought on by a long
After a long ICU course in which a
and close relationship between patient and
neurologist, infectious disease specialist,
physician. The Hippocratic tradition
pulmonologist, nephrologist, and GI
at its root some moral attachpresupposes
consultant see you and provide advice to
the ICU team (consisting of the intensivist, ment between physician and patient.
"'When there are multiple physicians each
residents, medical students, nursing,
with limited contact, such moral attachpulmonary technicians, physiotherapists,
ments may fail to form, weakening the
etc.), you are finally weaned off the ventipaternalistic component of traditional
lator, transferred to a medlsurg floor, and
medical
encounters.
then to a rehabilitation hospital.
Fee
for
service medicine provides direct,
For each of the pills, capsules, IV bags,
injections, blood tests, arterial lines, venti- tangible incentives for caring for patients.
Continued on Page 3
lator days, consultants, and attending
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people on the basis of prior medical
You work, you get paid. You work more,
disorders, occupations, or other parameters.
you get paid more. Longer hours, more
Traditional fee for service medicine has no
rapid work pace, these have monetary
rewards even though the temporal demands remedy for those 'uninsured' in the
system, recently estimated at 41 million in
may be less than palatable. The ethics is
the USA
moot as long as the appropriate care is
An interesting question in bioethics is
given. On the other hand, there is a pervathis. \Vho's ultimate responsibility is it that
sive potential for abuse in such an open
a patient gets 'the best' care? That is, not
ended system. Let us say that physician a
just for this migraine, this basal cell cancer
has a facility to perform blood work and
an xray machine in his office. Clearly there or that appendectomy, but the overall
basket of services? "Who is responsible to
is a need for some blood work in some
see
that the admitting department of a
patients, and some xrays in other patients.
If all of physician Ns patients receive blood hospital functions efficiendy and respectwork and x-rays at each visit, engendering fully? That the food is good? That the
a fee payable to doctor A, one doesn't have service after discharge works? That the
pharmacy's prices are competitive? That
to study liquid-propulsion-for-orbitingthe family physician's physical includes the
vehicle-technology to get the drift. Good
important stuff and leaves out the useless?
point, it makes doctors work hard. Bad, it
That the neurologist is up to date on
may make them prone to generating
newer treaonents of stroke when you
charges. Ethical dilemmas are even more
difficult when the moral 'bad' has a relatively come into the ER? If physicians and all
intangible subject. In the case of third party health care workers are committed to
payers, the patient may not necessarily suffer improving the health of patients, isn't the
logical corrolary to develop networks of
(except for the needle stick or the 1 rad
. health care systems that work together? In
from the x-ray), but the pool of patients
the framework of fee for service medicine,
paying for third party coverage and the
such
responsibility is diffused among myriprofit of the insurance company will. In a
ads of individual transactional encounters.
sense, abuse of such a system harms the
It
may fail the test of 'optimizing health'
entire system; overall costs go up, eliciting
by
its emphasis on each individual interacmore cries for half-baked solutions; and
tion. For all its grandeur, it's just a Fuller
ultimately the public perception of physibrush
operation writ large.
cians as greedy is reinforced.
Fee for service medicine fosters compeTraditional fee for service medicine is
attached to the concept that "risk pooling" tition among providers. Such competition
ranges from hiring another cardiologist to
works. The argument goes; if I get sick
compete in size with Brand X cardiology,
with an incurable, expensive, lingering
to advertising in larger and bolder print in
illness, perhaps through no fault of my
the
phone book, to adding more publicaown, others will pay via their policies for
my overall care. Ifl am healthy till the age tions to the curriculum vitae. Competition
is central to the culture of the United
of 90, never see a doctor, and die in
States and adds to the vitality and wealth
flagrante with my 36 year old mistress, I
of
the nation. In some ways, it serves as a
suffer the consequences of paying for
insurance which I could have alternatively strong stimulus for physicians to be up on
invested with a tidy profit back in '30. The the developments in medicine, know
newer surgical and catheter techniques,
public by and large has 'bought into' the
idea th'lt illness is a luxury to be bourne by and keep up on their reading. However,
competition between doctors and doctors,
the masses and suffered by the idle few.
and
hospitals and hospitals may ignore one
The ethical dilemma has arisen that insurers
Continued on Page 4
often will refuse to cover whole groups of
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of the classic Keynsian truths of economics.
Economies of scale dictate that in some
areas, larger may be better. If a surgeon
performs lots of one kind of surgery, skills
will be improved, refined, and lessons will
be learned. If an internist becomes particularly adept at treating disorders of gait in
the elderly, it makes sense that those
patients most likely to benefit should be
seen by that physician. Competition may
provide artificial barriers to such 'overall'
health status improvement in a community.
It serves a community if fewer hospital
days are needed to care for patients with
post operative wound infections; it serves a
community if fewer of its elderly patients
fall down requiring long rehabilitation
stays. Artifical barriers to 'working together
effectively' do not improve overall health
status for a region and a community, and
contradict the overall hippocratic dictum
to heal.
This reviewer was relatively impressed
with the system, since it has stood the test
of time; particularly since there is no
"SYSTEM" there. As in other areas of a
market economy, the system has grown up
piecemeal with individual efforts. Many of
these are extraordinary, and the ability to
change is amazing. As an example, the
changes in understanding of ethical problems and the importance of patient autonomy and consent have undergone an
astounding evolution. This despite no
central ethics organizing committee for
medicine, no dicta from the federal
government, and no ethics commissars to
stand with us while we talk with our
patients. The lack of organization and .
cohesiveness makes this a system able to
change dramatically. However, I have
highlighted problems related particularly to
the lack of a system, under the traditional
fee for serVice method of delivery. There
are others. Specific physicians who err in
medical judgement frequently are not
sanctioned for lack of true mechanisms of
'systematic' enforcement. Eggregious
excesses in testing, procedures, surgeries,
and other medical technologies are not

addressed. Systematic problems may be
overlooked since "it is someone elses
problem." Care for those unable to pay
goes on with the good auspices of a minority of physicians, nurses and hospitals with
little or no incentive.
Overall, this rater gives fee for service
medicine 2 stars out of 4. Room for
improvement, but reasonable performance,
with a good long distance ride. Not enough
seating for those poor relations, but powerful new technologies give great acceleration
if you can afford the upkeep.

The Schwinn Commuter,
Managed Care
"When you've seen one managed care
system, you've seen one managed care
system." (Anon.)
"When we speak of managed care, we
must be careful of the metaphors which we
use, because they may mislead us as well as
enlighten us. For example, speaking of
bicycles may lead us to continue to think
of health care as a commodity like other
commodities; this author resists that
notion as misleading and, potentially
morally suspect. Health care may be a
commodity; it is not only a commodity.
One of the difficulties in speaking about
managed care is that there is no one
accepted definition of this type of health
care. Are we speaking about not-for-profit
HMO's or for-profit operations run by
large insurance companies with anxious
stockholders? The second problem is that
managed care in this country can only be
spoken about in some future sense; we
have significant examples of managed care
systems, such as the Kaiser system in
California, but we have no fully formed
"managed marketplaces". At the same
time, given the rapidity with which the
health care marketplace is changing, it is
clear that we have yet to create the kind(s)
of managed care systems we want. This
means that all talk about managed care has
Continued on Page 5
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an element of speculation about it. We
future for all managed care but it is a base
could create one kind of managed care
point from the past from which we can begin.
The first ethical issue is access and here,
system which would have one kind of
moral difficulties or another which would
in theory, managed care could have diffihave different moral difficulties. Rather
culties. Fee for service medicine has
limited access to quality medical care
than looking only at the morally positive
or the morally problematic, I propose that because our society has not arranged to
we discuss a few of the possibilities in front have everyone have the fee necessary for
the service. This failure of fee-for-service
of us. In all of this, it is important to insist
medicine does not mean that managed
that this author does not think that any
care necessarily will fail. Managed care
system of medical care that has been
plans can arrange to limit access to medical
· proposed is without potential moral
treattnent. If they do, then they fail on one
difficulties.
of
the three promises which they have
The second point to insist upon is that
made with the American people, that they
what one looks for then is an attempt to
would deliver quality lower cost care, that
foresee the potential difficulties and correct
they would focus on prevention, and that
for them, as well as to school people to be
the kinds of persons who will recognize and they would endeavor to include all of us in
that care. This problem of access will be
deal with the potential difficulties. Thus
one of the crucial tests of managed care
fee-for-service medicine used to deal well
programs in the future. This writer is
with potential conflicts of interests in
neither optimistic nor pessimistic on this
terms of physician ownership of facilities
point. He worries that current discussions
to which they might refer their patients.
in Congress on Medicare and Medicaid,
Recently, fee-for-service medicine has not
with the emphasis on competition, will
done very well on this point. Any discussion of managed care has to begin with the encourage managed care plans to limit
recognition that the medicine we have had access.
How might this limiting occur? If you
up to now has had serious shortcomings.
belong to a high risk group, and you may
Thus the first assumption that I am not
belong to this group through no behavior
making is that the current fee-for-service
of your own save that you did not choose
medicine is an unqualified success ethigenetically "healthy" grandparents, your
cally. Indeed, there is much to be said
high risk may lead to your exclusion from
against that claim, when so many persons
are without health insurance in our society the managed care group. Managed care, if
it is managed so as to exclude many of us
and the cost of health care, compared to
from the opportunity of enrolling in the
other industrial democracies, is so high.
care plan, would thus be ethically probOne can only begin by making some
lematic. I want to emphasize that this is a
assumptions. I would like to focus on notpotential problem and I would note it is
for-profit managed care, which does have
a track record in the United States. ""What I one where fee-for-service medicine has
already failed.
say will have relevance for for-profit
The second problem which arises almost
managed care systems but it will not look
immediately
is that physicians have not
at what I take to be some potential problems
always been careful to disclose conflicts of
that arise in these systems. There is one
further non-issue, given this starting point. interest in fee-for-service medicine and
managed care forces us to talk about
All of the research of which I am aware
of interest, albeit in a different
conflicts
which compares outcomes between feeway. The ethical issue is partially one of
for-service medicine and HMO managed
disclosure; what are the contractual
care indicates that the two. systems are
comparable. This is not a claim about the
Continued on Page 6
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arrangements under which the physician
works and how are these arrangements
disclosed to patients, especially when these
arrangements offer financial inducements
to limit treatment or in fact place contractual
restrictions upon the provision of treatment.
There is a growing consensus in the literature that in order to assure that patients
understand what is and what is not covered,
managed care plans are obligated to inform
prospective patients about the terms and
conditions of the contract, including what
is and is not covered.
But the issue is not simply one of disclosure. Managed care systems which offer
bonuses to physicians set up conflicts of
interest directly and in ways which can
lead to harm for patients. The AMA
Council on Ethical and Judicial Affairs
wisely points out that there are degrees of
conflict. If a large percentage of the
physician's income is held hostage to the
physician's treatment decisions, the possibility for conflict is larger than if only a
small percentage is so involved. Obviously,
this becomes even more problematic when
there are further coercive features of
contracts, not around quality of care but
around the cost of care.
In its discussion of managed care, the
same AMA Council looks first to the relationship between the physician and the
patient. That relationship, it is argued, is
important for two reasons. First, patient
trust in the physician's commitment to the
good of the patient permits the patient to
disclose what the physician needs to know
in order to treat. Second, the relationship
itself can be therapeutically beneficial.
Given the position of the physician in health
care overall and the vulnerability of the
patient in particular, it is the responsibility
of the physician to act first for their
patients.
This is not new in managed care. \\That
is new is the way in which this relationship
.is potentially threatened. Whereas fee-forservice medicine threatens it through the
risk of patient overtreatment, managed
care threatens the relationship through the

risk of patient undertreatment.
Thus the whole question of conflict and
access is seen through the lens of the
actual or potential relationship between
physician and patient. It is the case that
through that lens, the principle of autonomy
is important, since it assures the patient
that she will have the physician she desires
and the physician will have the patients she
desires. \\That is debatable, of course, is
whether that is the appropriate lens to
look at the relationship.
The focus in managed care is the group
and the health of the group; the health of
the individual takes second place. In an
environment in which fee for service was
dominant and the health of the individual
is primary, it makes sense to have autonomy
as the bedrock principle. In an environment
in which the health of the group is the
focus, autonomy does not appear to be
helpful as the primary principle. Justice is
more important. There are just as many
potential threats to justice as there are to
autonomy. Indeed, autonomously made
decisions may be threatening to justice.
The patient's autonomously expressed
wish for a diagnostic procedure the physician thinks is not needed threatens the
well-being of future patients in a managed
care environment.
This does not mean that issues of
patient autonomy disappear. They may, in
some circumstances, have to be recast. Let
me take just one example, informed
consent. Informed consent is not simply a
mechanism for gaining patient cooperation;
it must also be a process where patients
learn the physician's assessment of what
may benefit and what may not benefit
them. If the physician concludes that
something not offered under the patient's
managed care plan would in fact benefit
them, the patient should be informed that
this is the case. In the old medicine, the
patient chose after the physician proposed.
In the new medicine, the patient may not
be able to choose what the physician
would like to propose but the patient should
Continued on Page
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know the medical situation insofar as that
is possible. A threat to this principle occurs
in some managed care plans which specifically prohibit some of these discussions.
Another responsibility for designers of
managed care systems, in the area of policy,
is making sure that managed care organizations have appropriate and timely appeal
procedures for denials of treatment. These
procedures should be available both to
patients and to physicians.
One of the things which is obvious is
that we have not trained physicians in
America for this role. The role of the
physician has developed in response to the
ethical ideals of autonomy and .beneficence
as well as malpractice realities and professional expectations. This has meant that
the serious issue of wastefulness in the
medical care system took second place to
the commitment to competent treannent,
independent of the cost(s) associated with
that treatment. This new system will
demand new role responsibilities and new
ways of thinking about medical practice.
All of us will have to think about the
virtues necessary in order to sustain this
kind of medical practice with integrity.
This author is not necessarily opposed to
this development.
In summing up, instead of talking about
Lemonds and Schwinns, I would like to
speak briefly about transport. Lemonds
are wonderful ways to ride; one point to be

noticed is that few of us can afford them
and we certainly could not have one built
for everyone. What we need for everyone
is a transportation system and not a wonderful bicycle for the few.
Managed care has all the advantages of a
public transport system. There is simply
no way to better move large masses of
people from one place to another. Those
of us who have lived in large cities with
excellent public transport know this to be
true. There are many Americans who
would like to try an alternative to the
current health care non-system, in which
some of us have Lemonds and some of us
have not even Schwinns.
Yet, to return to a point made at the
beginning of this essay, in the end health
care is not finally a commodity. It will
become only a commodity if we permit
physicians to be called "case managers" or
"gatekeepers". Physicians should insist
upon being what their ancient title implies.
"Doctor" may be a humble title, but
finally one worth remembering.
We live, as the ancient Chinese curse
states, in interesting times. That is, we live
in times of danger and opportunity. The
dangers and opportunities are not simply
financial but human ones. With some skill,
some humility, and a little luck, we might
avoid most of the human dangers.

)
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Krank's comer:
It's official: medicine has finally moved
into the "post-information age". Medicine
is now cyberlogical, world wide webfooted, interNETional. Some of the
doctors the Krank knows tell him/her that
their patients get their information off the
net; support groups, Hospital websites,
medical libraries, home remedy infogroups,
online research hotlines. In these brave
new times, physicians can't depend on
patients getting information just from
them. Now, people read the Physicians
Desk Reference (Available weekly at
Barnes and Noble, special half off sale!),
thumb through Harrison's, or more properly download from their new CD-ROM
edition of the Mayo Clinic Family Medical
Advisor. In the old days, doctors granted
information in a relatively informationless
vacuum. Patients were just that, patient,
waiting for the diagnosis, prognosis and
plan to spill fully formed from the physidan's mouth. Those days are over.
So, says the krank, have we decided
what we will use to inform our patients in
this high tech age? What do we do for an
encore in this high stakes sweepstake of
data? Do we put out local infomercials?
Do we make a CD-ROM highlighting our
physicians' expertise? Do we do a videocommercial advertising the latest upgrade
in performance? How do we get them
back, make them ours, take it back to the
way it was?
Well, gentleladies and men, worry not.
The Krank has untangled this Gordonian
knot. Don't worry about the data. Like
genies, shampoo and graffiti, information
doesn't go back into the bottle. Your
patients (or the people you work with,
since they aren't so patient any longer)
won't go back to the trees. The are no
modern day Luddites when it comes to
self-care. You will have to deal with them

on their own tenns, confused, misguided
and uncritical as they may be. Embrace the
great gospel of global connection. Instead
of rejecting knowledge, use it to your
advantage. If you are up to date, they don't
know anything you don't know. Become a
colleague in your conversations. Let them
be a part of the decision making! After all,
they have all the time in the world to think
about their one health problem, while you
have to worry about many. Make them
take the bull by the horns with you!
Hesitantly, the krank confesses a slight
misgiving in cedeing all rights and perogatives to guide decisions. Pretty soon, we'll
all find out that the box on the table has a
lot more info than we can hope to spew in
a month of rounds at the bedside. There ~
something else you as physician and guide
can provide. That is something that no
GATESfed media machine can impart, no
Microsoftening of the brain can uplink.
This something is really at the root of all
of the best encounters in medicine, or
indeed in any other area of society where
people are involved. This something is
intangible, neither soft nor hardware, not
ffiM or ..,1\.pple, not OS/2 or Wmdows95.
This something is: personal contact, trUst,
and the guidance of a thoughtful physidan. This something is: a personal touch,
a caring look, a gesture of confidence.
This really is what the physician can give
to the patient, to the person. Help lead
them through the maze of the modem
world. Help guide them away from the
detrUitus of modern civilization and
towards reasonable ideas about their
health.
Remember; rich as he is, Bill Gates
doesn't have a patent on your operating
system yet. His reality is only virtual, not
virtuous.
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The Ethics Committee of Lehigh Valley Hospital has been available for ethics consultations for
ten years. Small multi disciplinary teams from the committee are available to respond to a
consult request within forty-eight hours. (Holidays and weekends exception)
We would appreciate your taking a few minutes to answer the following questions and returning
the questionnaire to Gale Brunst, Critical Care Office, JDMCC #405 by March 15, 1996.
Please check the statements that express your views:

D
D
D
D
D

D

D
D

I 'm aware of availability but have not had opportunity to use the Ethics
Committee Consultative Service.
I was unaware that the Ethics Committee responded to consults.
I know that the ethics consult teams are available for consultation but see no need
for them.

I have used the Ethics Committee Consultation Service and found it helpful.
I have used the Ethics Committee Consultation Service and found it not helpful.
I have used the Ethics Committee Consultation Service and found it detrimental.

Have you been aware of situations in patient care where an ethics consultation
might have helped but was not requested? (Please answer yes (y) or no (n).lf
yes, please give us your name and address ifyou wish to discuss this further.
I need more information about the Ethics Committee Consultation Service.

(Please circle the appropriate answer)
lam:
Physician

Nurse

Chaplain

Respiratory Therapist

Other

Conunen~=-----------------------------------------------------------

Thank you,
~e~c~
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